Objective -To determine the prevalence of behaviour disorders in low birthweight infants. Design 
The present era of rapid evolution of neonatal intensive care has been associated with sharply declining mortality rates among low birthweight infants. 1-4 Parallel with these advances, interest has focused on the quality of life of the survivors. For over a century it has been appreciated that clinically recognisable abnormalities such as cerebral palsy, epilepsy, and auditory and visual disabilities are more prevalent in low than in normal birthweight infants. This was explicit in the title of the paper with Little's original description of cerebral palsy.5 Subsequently, a wide variety of cognitive, motor, and behavioural abnormalities associated with prematurity were recognised, culminating in efforts to delineate specific syndromes such as 'organic behaviour syndromes',6'2 'minimal cerebral dysfu.nction',13 and 'minimal brain dysfunction syndrome'. 14 Coincident with the development of neonatal special and intensive care there has been a proliferation of studies that have attempted to monitor the outcome of this care. One recent review covered a total of 111 outcome studies that reported morbidity data in cohorts of infants of birth weight <1500 g born since 1960. 15 The majority of these studies have suffered because either no control population has been used for comparison or the cases studied were from a hospital based and not a geographically defined population. In the hospital based studies, there are likely to be biases attributable to differences in referral and admission policies. Furthermore, most outcome studies have been limited to an assessment of the prevalence of clinical disabilities or to measures of cognitive and motor performance. The prevalence of behaviour problems has received less attention. In this paper we report on differences in behaviour in a cohort of low birthweight infants from a geographically defined population and compared with matched controls.
Methods
We have previously reported on survival and morbidity in a cohort of infants when they were aged 3 years. This cohort was comprised of infants ofbirth weight -2000 g, born in 1979 to 1981 to mothers whose area of residence at the time of the birth was in the five health districts which constitute the county of Merseyside.16 For the study being reported here, a subsample of this cohort was reassessed when aged [8] [9] years to determnine the prevalence of behaviour problems among them. The subsample is taken from those infants born in 1980 and 1981. The specific criteria used in selecting the subsample of cases and the controls, each individually matched with a case, have been previously described.'7 Controls were selected for only those index children attending a normal mainstream school. Index children attending special schools are considered separately as an unmatched group.
ASSESSMENT OF BEHAVIOUR
The behaviour of the children was assessed using Rutter A striking feature, however, was that a significant difference between cases and controls was found only among boys for both the Rutter (x2, 2 df=10-3; p<0-01) and the all three groups of children, that is cases, controls, and those attending special schools, were combined the prevalence of hyperactivity was 42%, 16%, and 11% in three arbitrarily defined IQ groups, <70, 70-85, and >85 respectively. This trend is highly statistically significant (X2 for trend, 1 df=6-0; p<0-0001; table 5).
Discussion
The Rutter parent and teacher scales are screening instruments that have been extensively used to assess the prevalence of psychiatric disorder in children. They have acceptable inter-rater and retest reliabilities.'8 20 The validity of any screening test is determined by its sensitivity, that is its ability to correctly diagnose those with the disease and the specificity, that is the ability to correctly diagnose those without the disease. The cut off point of the Rutter questionnaire score has been validated using, as criterion standards, children attending psychiatric clinics and children having intensive psychiatric interviews.'8 20 22 Problems arise in the interpretation of the rating scales in children with major impairments and the data provided here of the behaviour rating of those children attending special schools must be interpreted with caution. However, the results of this study show that the index low birthweight children attending normal schools have a significantly higher prevalence of behaviour disorder when aged 10 years than their matched controls. Moreover, as the cases and controls were matched by school, the difference must be primarily attributable to factors outside the school environment or to an interaction between the school environment and factors outside the school. The long term relevance of these observations is less predictable. What will be the subsequent behaviour disorders and psychiatric problems associated with deviant scores in the children when they were aged 10 years? In a follow up of the children in the National Child Development Study,23 there were only moderate correlations between the behaviour ratings at ages 7, 11, and 16 years. The majority of children in the 'deviant' (top 13%) group at one age had moved out of that group by a later follow up.24 The possible long term psychiatric morbidity associated with being of low birth weight requires an extended longitudinal follow up of these children.
Studies of hyperactivity have been hampered by difficulties in the definition of the syndrome.25 26 The distinction can be drawn between 'pervasive' hyperactivity which is found in a variety of different settings, 'school' hyperactivity which is found at school and not at home, and 'home' hyperactivity which is found at home and not at school.27 It is well known that hyperactivity is more common among boys than girls and is found even when the gender comparison is confined to mixed sex twin pairs, thereby matching perfectly for several biological and social variables. 
